

































InvisibleLearning15072016accepted.pdf		 Abstract	The	 invisibility	 of	 nursing	 work	 has	 been	 discussed	 in	 the	 international	literature	 but	 not	 in	 relation	 to	 learning	 clinical	 skills.	 Evans	 and	 Guile’s	(2012)	theory	of	recontextualisation	 is	used	to	explore	the	ways	 in	which	invisible	 or	 unplanned	 and	 unrecognised	 learning	 takes	 place	 as	 newly	qualified	nurses	 learn	to	delegate	to	and	supervise	the	work	of	 the	health	care	 assistant.	 In	 the	 British	 context,	 delegation	 and	 supervision	 are	thought	of	as	skills	which	are	learnt	 ‘on	the	job’.	We	suggest	that	 learning	‘on-the-job’	 is	 the	 invisible	 construction	 of	 knowledge	 in	 clinical	 practice	and	that	delegation	 is	a	particularly	telling	area	of	nursing	practice	which	illustrates	invisible	learning.	Using	an	ethnographic	case	study	approach	in	three	hospital	sites	in	England	from	2011-2014,	we	undertook	participant	observation,	 interviews	with	 newly	 qualified	 nurses,	ward	managers	 and	health	care	assistants.	We	discuss	the	invisible	ways	newly	qualified	nurses	learn	 in	 the	 practice	 environment	 and	 present	 the	 invisible	 steps	 to	learning	which	encompass	 the	embodied,	 affective	and	 social,	 as	much	as	the	 cognitive	 components	 to	 learning.	We	 argue	 that	 there	 is	 a	 need	 for	greater	 understanding	 of	 the	 ‘invisible	 learning’	 which	 occurs	 as	 newly	qualified	nurses	learn	to	delegate	and	supervise.			





















Despite	the	increasing	relevance	of	delegation	and	supervision	for	the	role	of	the	modern	nurse	(Gillen	&	Graffin,	2010;	Standing	&	Anthony,	2008;	Weydt,	2010),	these	skills	 do	 not	 form	 a	 central	 component	 of	 undergraduate	 nurse	 programmes	 or	preceptorship	programmes	in	the	UK.	These	were	introduced	to	support	the	transition	from	student	 to	registered	nurse	usually	 in	 the	 first	 six	months	of	qualifying	 (Hasson,	McKenna	&	Keeney,	 2013).	 Preceptorship	 programmes	 are	 variable	 across	 individual	clinical	settings	(de	Wolfe,	Perkin,	Harrison,	Laschinger,	Petersen	&	Seaton,	2010)	with	a	programme	 lasting	 from	between	 two	weeks	 in	one	hospital	 to	one	year	 in	another	and	 NQNs	 entitled	 to	 one	 week	 of	 supernumerary	 practice	 to	 one	 month.	 The	preceptorship	phase	can	be	a	reality	shock	(Hollywood,	2011)	with	many	NQNs	feeling	as	if	they	have	been	‘thrown	in	at	the	deep	end’	(Whitehead	&	Holmes,	2011,	19),	left	to	‘sink	or	swim’	(Hughes	&	Fraser,	2011,	382)	or	‘fumble	along’	(Gerrish,	2000,	473).		It	is	therefore	 important	 to	 understand	 how	 NQNs	 make	 sense	 of	 (recontextualise)	knowledge	learnt	in	the	university	as	they	begin	their	new	roles,	and	also	to	interrogate	whether	 the	 knowledge	 taught	 serves	 NQNs’	 self-perceived	 needs.	 This	 process	 of	learning	in	new	contexts	is	sometimes	referred	to	as	knowledge	transfer	or	knowledge	translation	(Kothari,	Bickford,	Edwards,	Dobbins	&	Meyer,	2011)	that	is,	the	transfer	of	knowledge	 taught	 in	university	 to	difference	 clinical	 settings.	However	 the	 concept	of	knowledge	transfer	(KT)	is	contentious	(Evans	&	Guile,	2012;	Kothari	et	al.,	2011)	with	Kothari	 et	 al.,	 (2011)	 suggesting	 that	 learners	 use	 an	 interaction-based	 approach	 to	knowledge	transfer	rather	than	a	simple	single	act	of	transfer.	It	has	been	suggested	that	‘invisible	learning’	can	play	an	important	role	in	nurses’	informal	learning	(Eraut,	2004)	and	can	be	central	to	whether,	and	how,	NQNs	are	able	to	make	the	successful	transition	during	preceptorship	(Bjørk	Tøien	&	Sørensen,	2013).		
INVISIBLE	LEARNING	AND	NEWLY	QUALIFIED	NURSES	





recontextualisation	takes	place	as	existing	knowledge	is	used	to	reproduce	a	response	in	parallel	situation.	Where	the	interpretation	leads	the	learner	to	change	the	activity	or	its	context	in	an	attempt	to	make	a	response,	a	productive	form	of	recontextualisation	takes	 place,	 as	 new	 knowledge	 is	 produced.	 Knowledge	 recontextualisations	 are	fundamental	 to	workers	 beginning	 to	 enact	 existing	workplace	 activities;	 or	working	with	experienced	others	to	modify	change	them	in	the	face	of	unexpected	occurrences	or	 the	 need	 to	 find	 new	 solutions.	 In	 the	 clinical	 context,	 forms	 of	 knowledge	 are	embedded	 in	 routines,	protocols	and	artefacts	as	well	as	 in	organisational	hierarchies	and	 power	 structures	 (Allan	 et	 al.,	 2015;	 Evans	 et	 al.,	 2010).	 As	 well	 as	 learning	 to	participate	 in	workplace	 activities	 and	 to	 use	protocols	 and	 artefacts,	 newly	 qualified	practitioners	 use	 work	 problems	 as	 a	 further	 ‘test–bed’	 for	 theoretical	 and	 subject-based	knowledge.	This	is	facilitated	when	workplaces	create	stretching	but	supportive	environments	for	working	and	learning	and	learners	take	responsibility	for	observing,	inquiring	and	acting.	Learners,	through	a	series	of	such	knowledge	recontextualisations,	come	 to	 self-embody	 knowledge	 cognitively	 and	 practically.	 This	 is	 a	 process	 that	 is	invisible	in	the	sense	introduced	earlier,	as	it	is	difficult	to	detect	and	appreciate.		
Methods	
Our	 research	 aim	was	 to	 understand	 how	NQNs	 recontextualise	 knowledge	 to	allow	them	to	delegate	and	supervise	nursing	care	on	the	wards	when	working	with	and	supervising	 healthcare	 assistants.	 Ethnographic	 case	 studies	 (Burawoy,	 1998)	 were	conducted	across	three	hospital	sites	selected	for	maximum	variability	(see	table	1).		
<Please	insert	Table	1	around	here>	
Ethical	 approval	 was	 obtained	 from	 the	 National	 Health	 Service	 Research	Authority	 (NRES),	 each	 participating	 hospital	 research	 and	 development	 committee,	
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and	each	 team	member’s	university	 ethics	 committee.	The	 research	 team	met	 to	plan	shared	observation	and	interview	schedules;	data	were	collected	by	all	members	of	the	research	 team	through	participant	observations	(approximately	230	hours)	and	semi-structured	 interviews,	with	NQNs,	HCAs,	 and	Ward	Managers/	Matrons.	Observations	were	located	in	hospital	wards,	following	a	NQN	for	a	shift	as	s\he	worked	with	the	HCA	assigned	 to	 the	 same	 group	 of	 patients	 and	 in	 particular	 focusing	 on	 their	 delegation	and	supervision	practices.	Observations	included	all	nursing	activities	undertaken	on	a	shift	 from	arranging	discharges,	washing	and	 toileting	patients	 to	making	beds,	doing	the	drug	rounds	and	writing	up	nursing	notes.	Shifts	 included	night	shifts,	handovers,	and	transfer	of	patients	between	clinical	areas;	three	team	members	who	were	nurses	worked	 alongside	 NQNs	 as	 participant-observers	 while	 two	 non-nurse	 observers	maintained	a	 fully	observer	role.	As	much	as	possible,	 interviews	with	NQNs	 followed	observations	 of	 those	 same	NQNs	working	with	 HCAs	 and	 interviews	were	 also	 held	with	 the	HCAs	 they	 had	worked	with	 and	 their	ward	managers.	 (See	 Table	 2	 for	 full	details	of	data	collection).	Staff	were	invited	to	participate	by	letter	and	were	consented	to	participate	before	each	observation	and	interview.	Patients,	while	not	the	focus	of	the	research,	were	consented	to	participate	in	the	observations.		
<Please	insert	Table	2	around	here>	






Our	 findings	 highlight	 the	 importance	 of	 both	 visible	 and	 invisible	 learning	 to	NQNs.	Visible	learning	was	evident	in	time-tabled	preceptorship	activities,	assessments	and	mentorship.	However,	as	we	observed	NQNs	across	three	hospitals	for	substantial	periods	(230	hours),	we	observed	numerous	examples	of	invisible	learning	in	practice,	as	well	 as	 examples	 of	 visible,	 formal	 learning.	According	 to	 our	 analysis,	 this	 largely	invisible	 learning	 took	 four	 main	 forms:	 learning	 through	 mistakes;	 learning	 from	difficult	experiences;	informal	learning	from	colleagues;	and	‘muddling	through.’		
Learning	through	mistakes			The	 NQNs	 encountered	 unexpected	 situations	 on	 a	 daily	 basis,	 and	 as	 part	 of	recontextualising	 knowledge	 learnt	 at	 university,	 they	 also	 learnt	 through	 making	mistakes.	The	findings	demonstrate	that	the	NQNs	made	mistakes	ranging	from	minor	to	more	serious,	and	that	this	was	constantly	on	their	minds	as	they	were	charged	with	taking	on	more	responsibility:	
I	 think	 you	 learn	 from	 your	 own	 mistakes	 and	 other	 people’s	 mistakes	 as	 well	









I	don’t	want	you	as	a	person	 to	make	a	mistake	and	 it’s	about	having	 that	 safety	
backup	(Site	A	ward	manager3)		
This	extract	highlights	the	approach	of	ward	managers	who	practiced	a	‘safe	challenge’	strategy	which	empowered	NQNs	to	talk	openly	about	when	things	nearly	went	wrong;	in	 a	 sense	 these	ward	managers	 carried	 the	 burden	with	 them	 and	 supported	 them.	Allowing	 health	 professionals	 to	 reflect	 and	 learn	 from	 patient	 safety	 incidents	 is	supported	by	current	healthcare	policy.	However,	so-called	 ‘blame	and	shame’	patient	safety	 cultures	 are	 still	 common	 in	 healthcare	 organizations	 which	 obstruct	 the	possibility	of	learning	from	errors	(Feng,	Bobay	&	Weiss,	2008).	On	wards	where	there	was	a	 ‘safe	 challenge’	 approach,	NQNs	 felt	more	able	 to	 learn	 from	mistakes	 in	a	 safe	way:	
If	you	keep	thinking	‘I’m	going	to	make	a	mistake’	then	you	will	make	a	mistake	but	
I	know	the	support’s	always	there	and	the	support	workers	and	the	HCAs	here	are	
really	good	so,	 I	know	that	 if	 I	was,	 if	 I’d	a	problem	that	 there’s	 them	and	there’s	
other	nurses	 in	the	other	teams	as	well	so	 I	know	I	can	go	to	them,	so	 I	know	the	
support	here	is	really	good	on	this	ward.	(Site	A	NQN12)	











A	mistake	had	obviously	been	made	 and	 a	 serious	untoward	 event	 report	was	 raised	against	this	nurse.	She	expressed	deep	regret	about	this	 incident,	but	felt	that	she	had	learnt	and	would	never	make	the	same	mistake	again.	The	risk	of	unsafe	mistakes	can	be	profound,	for	both	patient	and	nurse,	as	was	highlighted	by	this	ward	manager:	













causing	harm	 to	 a	 patient	 that’s	what	we’re	 not	 supposed	 to	 do,	we’re	 to	 do	 the	
opposite	so	if	you	do	cause	harm	even	if	it’s	just	by	mistake	it’s	not,	its,	I	just	don’t	
want	to	think	about	it	really.	(Site	A	NQN14)	
Learning	 from	 mistakes	 can	 be	 a	 powerful	 learning	 tool	 where	 knowledge	 may	 be	effectively	recontextualised	from	practice	experiences.	However	our	findings	indicated	that	 experiential	 learning	 can	 also	 be	 traumatic,	 particularly	 if	 there	 is	 little	 or	 no	reflective	 space	 and	 can,	 in	 turn,	 produce	 poor	 practice	 ‘cutting	 corners’.	 It	 can	 also	result	in	patient	safety	being	compromised.	
Learning	from	difficult	experiences	
Our	 findings	 suggest	 that	 some	 of	 the	 NQNs	 were	 under-prepared	 for	particularly	 demanding	 situations,	 including	 major	 emergencies,	 and	 the	 deaths	 of	patients.	 Experiencing	 such	 situations,	 coming	 to	 terms	 with	 them,	 and	 developing	confidence	in	the	ability	to	handle	them,	are	crucial	to	the	NQNs’	successful	transition	to	qualified	nurse:	

















young	person	died	 in	her	 sleep	during	 the	night	when	 it	was	dark.	 I	asked	 if	 they	
knew	why	patient	died.	Nurse	say	she	never	heard	about	the	cause	of	death.	(Site	A	
obs1)	




Informal	learning	from	colleagues		 Our	 analysis	 suggests	 that	 invisible	 learning	 with	 and	 from	 colleagues	 takes	three	 main	 forms:	 observation,	 informal	 discussion,	 and	 ‘osmosis’	 (unconsciously	absorbing	practice	 styles	 and	 skills	 from	others).	This	nurse	describes	how	much	 she	learned	from	watching	a	patient	being	told	she	had	a	terminal	condition:	
Yeah,	and	I	watched,	I	was	in	once	with	a	lady	who	was	my	patient	and	she’d	just	
been	 told	 that	 she	 had	 terminal	 bowel	 cancer	 and	 the	 bowel	 specialist	 nurses	 in	
there	and	they	had	a	consultant	in,	so	I	went	in	as	well,	but	I	was	watching	how,	I	
was	 using	 it,	 because	 I	 didn’t,	 I	 didn’t	 say	 anything	 because	 you	 know,	 I	 was	
watching	 it,	 how	 they	 dealt	 with,	 and	 I	 picked	 up	 a	 lot	 of	 really	 good	
communication	skills	from,	from	them.	(Site	C	NQNS1)	
This	NQN	is	highlighting	the	importance	of	being	able	to	witness,	and	draw	knowledge	from	the	handling	of	a	particularly	difficult,	and	sensitive,	situation.		























































































































































































Nurse	Interviews	 16	 4	 8	 28	
HCA	Interviews		 6	 2	 2	 10	
Ward	Manager	/	
Matron	Interviews		
5	 3	 4	 12	
TOTAL	(Interviews	and	
Observations)	













	 Site	A	 Site	B	 Site	C	
Ward	specialities	
where	
participants	
worked		
• EAU	
• Elderly	
• Medicine	
• Trauma	
• HDU	
• Surgical	
• Adult	
• General	
• EAU	
• Medical	
• ADU	
• Surgical	
• Adult	
• General	
• Surgical	
• Respiratory	
• Medicine	
• Gastro	
• Adult	
• General	
Approximate	
number	of	beds	
700	 700	 450	
Preceptorship	
programme	
	Yes		 Yes	 Yes		
Table	1	Overview	of	the	three	hospital	sites	which	participated	in	the	study	
	
	
